A Large Pancreatic Cyst simulating an Ovarian Tumour.
By FREDERICK J. MCCANN, F.R.C.S. THE patient, a woman, aged 31, three and a half months after her confinement at full term, was advised by her medical attendant to seek hospital treatment on account of an abdominal swelling which had remained after delivery. It had rapidly increased in size without causing pain, and was associated with some loss of flesh. She menstruated for the first time after her confinement on February 29, 1912. For three years she had suffered from indigestion and vomiting after food, and on one or two occasions dark blood was seen in the vomit. No history of trauma was obtained. A large, tense, fixed, painless cystic swelling was found occupying the greater part of the abdominal cavity, bulging towards the left side and reaching down into the pelvis. It scarcely moved with respiration, and was not definable towards the back. The uterus to which the swelling appeared to be closely connected was pushed to the right side, giving the impression that the cyst was ovarian in origin. The urine, specific gravity 1020, contained urates and a trace of albumin. The bowels were constipated, and micturition normal.
On March 7, 1912 , the cyst was opened and drained through a median abdominal incision by atfother surgeon. A large quantity of glairy fluid escaped, which on examination was found to contain a digestive ferment. The cyst wall was sutured to the abdominal wall and the drainage maintained until March 26, when the tube was removed and the wound permitted to heal.
On Decemrber 2, 1912, she was admitted under my care on account of the rapid increase in size of the abdominal swelling-so rapid, indeed, that the patient was under the impression that "she was going to burst." Further, on account of the rapid increase in size of the tumour, she began to suffer from difficulty in breathing, but still no local pain was experienced. From the history of the case I was aware I had to deal with a pancreatic cyst, and on examination the physical signs were similar to those already detailed.
On the following day (December 3, 1912) the abdominal wall was freely incised in the nliddle line, and the cyst was discovered to be adherent to it at what must have been the seat of the puncture. The stomach was found to be above and in front of its upper dome-like M-24 extremity, whilst the transverse colon was displaced downwards towards the pelvis. The main portion of the tumour bulged forwards between these two segments of the alimentary tract. Large vessels coursed over the surface of the cyst, which from its fixation and relations was obviously retroperitoneal. The anterior coverings were divided and separated until the cyst wall was exposed. By keeping close to the latter and tying the vessels divided, the cyst was gradually enucleated. A large artery coursing over the upper and right lateral wall of the cyst was divided and doubly ligatured early in the operation, which doubtless had considerable effect in minimizing subsequent haemorrhage. The base of the cyst was found to be attached to the head of the pancreas, and careful separation was required in this situation before the tumour was freed. After removal of the cyst the pancreas and adjacent portions of the aorta and inferior vena cava were laid bare. Numerous vessels along the greater curvature of the stomach required ligature as well as others situated at various points in the tumour bed. When haemostasis was complete, the peritoneum was brought together to obliterate any dead spaces, and the abdominal wall subsequently closed. The patient had a remarkably smooth convalescence, and has remained well.
Description of specimen: The cyst, which was removed entire, was about the size of a football, and possessed an extremely thin wall. On looking into its interior through a circular opening made into it, a cyst about the size of an orange can be seen springing from its inner wall. The microscope shows that the cyst is lined with columnar epithelium and traces of pancreatic tissue are found in certain situations in the wall.
Pancreatic cysts usually give rise to characteristic signs. Developing under the rib margin on the left side they grow downwards, and as they increase in size the stomach and liver are pushed upwards, whilst the transverse colon is pushed downwards and its mesentery stretched. It is only, as in the present instance, when the cyst is of large size that it descends to the level of the genital organs. Their consistence is markedly cystic, and they can be mistaken for high-lying adherent ovarian cysts. The history of the patient, the growth of the tumour from above downwards, the fact that the most prominent portion of the swelling is in the region of the pancreas close to the navel, and above all the ability to palpate the internal genitalia apart from the tumour, should aid in settling the diagnosis.
Exploratory puncture is dangerous, and should not be recommended.
